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|

. A Life Safety Code Survey was conducted by the

| State of Tennessee Department of Health
Division of Health Licensure and Regulation
Office of Health Care Facilities on 04/30/2018.
During this Life Safety Survey, Quality Center for
Rehabilitation and Healing was found not in

' substantial compliance with the requirements for

| participation in Medicare/Medicaid at 42 CFR

| Subpart 483.70(a), Life Safety from Fire, and the

| related National Fire Protection Association

| (NFPA) standard 101-2012.

|
' The requirement at 42 (CFR), Subpart 483.70(a)
| is NOT MET as evidenced by:

| ** A follow up visit conducted on 6/5/2018,
revealed Quality Center for Rehabilitation and

| Healing was found in compliance with

| requirements for participation in

| Medicare/Medicaid at 42 CFR Subpart 483.70(a),

| Life Safety from Fire, and the related National

| Fire Protection Association (NFPA) standard

: 101-2012.

|

. {K 000}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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surveyed.

A Life Safety revisit survey was conducted on
07/02/2018 for all previous deficiencies cited on
06/05/2018. All deficiencies have been
corrected, and no new noncompliance was found.
The facility is in compliance with all regulations
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&TREET l\DDRI—SS cITY, STATE ZIF CODE

“NAME OF PROVIDER OR SUFPUER
037 BADOOUR PARKWAY

UALITY CENTER F EHABILITATI ND HEA LC
QUALITY OR R TATION A LING L LEBANON TN 37087
L (x4 0 SUMMARY STATEMENT OF OEFIGIENCIES. ID PROVIDER'S PLAN OF CORRECTION | @8
PREFIX (BACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
Mae | REGULATORY OR LSC IDENTIFYING INFORNATION) TAG CROGE-REFERENCED TO THE APPROPRIATE RE
| DEFICIENCY)
(K 000} | INITIAL COMMENTS {K 000}

A Life Safety Code Survey was conducted by the
State of Tennessee Department of Heaith
Division of Health Licensure and Regulation
Office of Health Care Facilities on 04/30/2018.
! During this Life Safety Survey, Quality Center for
' Rehabilitation and Healing was found not in
| substantial cornphance with the requirements for
| participation in Medicare/Medicaid at 42 CFR :
| Subpart 483.70(a), Life Safety fram Fire, and the
| related National Fire Protection Association
i (NFPA ) standard 101-2012,

Whe requirement at 42 (CFR), Subpart 483.70(a)
is NOT MET as avidenced by: 1

i = A follow up visit conducted on 6/5/2018,

| revealed Quality Center for Rehabilitation and
| Healing was found in compliance with !
| requirements for participation in
Medlcarell\/ledlcald at 42 CFR Subpari 483.70(a),
! Life Safety from Fire, and the related National
| Fire Protection Association (NFPA) standard

i 101-2012.

|' 5

TITLE - (08) DATE

%am‘_nr{ﬂ Y DIRECTOR'S O PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE
. NS ﬁdmmﬂfm?of - 17/ ///13

ta yich the |n.,t|tutlon may be excuseod from correcting prUVIdll'lg it (5] determlned that

olher safeguards provide sufficient proteclion to the patients. (See instructlons.) Except for nursing homes, the findings stated sbove are digclosable 90 days
following lhe date of survey whether or not a plan of correction Is provided. For nursing homes, the bove findings and plans of correction are disclosable 14
days following the date these documents are rrade avallable to the facility. if deficlenciss are cited, an approved plan of corraction ie requisite to contlnued

program participation
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PREF(X (EACH UEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CRO&SS.REFERENCED TO THE APFROPRIATE DATE
| DEFICIENCY)
K 000 | INITIAL COMMENTS K 000
A Life Safety Code Survey was conducted by the
State of Tennessee Department of Health
Division of Health Licensure and Regulation ~h;"
Office of Health Care Facilities on 04/30/2018. K232 - Aisle, Corridor, or Ramp Width 5 (8
During this Life Safety Survey, Quality Center for
Rehabilitation and Healing was found not in 1. Corrective Actlon: The trash cart, hicycle
substantial compliance with the requirements for and shop-vac Wjere removed from the Path
| participation in Medicare/Medicaid at 42 CFR of egress, The linen carts were moved in
Subpart 483.70(a), Life Safety from Fire, and the g;la CD”‘Fi‘OI;E- T]|\E£QM oa’m:.]/ar NU:SG
related National Fire Protection Association egf;artg: t:).;ear;/ec:,le ::wr ;;auflflzc; mé:;eof
| (NFPA) standard 101-2012, the corridors are maintained and linen
) A carts are moved in the corridor so as ta
| The requirement a‘t 42 (CFR),. Subpart 483.70(a) malnaln the required width of the
is NOT MET as evidenced by: corridor.
K 232 | Aisle, Carridor, or Ramp Width K232| 2. Identifying other residents with potentlal
55=D | CFR(s): NFPA 101 to be affected: The facllity determined all
resldents have the potential to be affected.
Aisle, Corridor or Ramp Width 3. Measures of 5ystemic Changes: The
2012 EXISTING Maintenance Directar or designee will
The width of aisles or corridors (clear or audit the corldars and egress points to
unobstructed) serving as exit access shall be at ensure the required width is maintained
least 4 feet and maintained io provide the daily for 4 weeks and then weekly for 2
convenient removal of nonambulatory patients on months.
strefchers, except as modified by 18.2.3 .4, 4.  How corrective action will be monitored:
exceptions 1-5. ' The ADM or designee will review audit
19.2.3.4,16.2.3.5 reports from the Malntenance Director or
| This REQUIREMENT is not met as evidenced designee at Stand Up meetings to
| by: deten.ﬂine ‘if_any violations or conlcerns
Based on observations, the facility failed to were identified. The ADM or designee will
maintain the aisle, corridor or ramp width. I complEt SNEREIFior S PN EM
| findings of reviews weekly for 4 weeks
. K ) then monthly for 2 months. The ADM ot
The findings included: [ designee will review the audits and report
) findings to the QAPRI committee. The QAPI
1. Observation on 04/30/2018 at 9:41 AM, 3 N SR
revealed a trash cart stored in the means of i g;”;?;'f;i;:v EIIL;E;Ezvrtentiée;;'é‘ﬁ:he
egress on the side walk outside of the E—?x[t.by ‘ | effective and If any further corrective
room 133. NFPA 101, 19.2.3.4* (2012 Edition) ] ‘ actlon Is warranted.

LABORATDRY,DIRECTOR'S OR P

( it

DER/SUPPLIER RECRESENTATIVE'S SIGNATURE

TITLE

A mmi Sheator

(X8) DATE

572/3/)Y

Any deficiency statement ending with an as
other safequards provide sufficient protection to the patlents. {
following the date of survey whether or not a plan of corcection is provided. For nurs
daye following the date these docurments are made available to the facility. If deficiencies

program participation,

terisk (<) denotes a deficiency which the institutian may be excused from carrecting providing it is determined that
See instructions.) Except for nursing omes, the findings stated above are disclosable 90 days
ing homes, the above findings and plans of correction are disclosanle 14
are cited, an approved plan of corfection is requisite to continued
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NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
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DEFICEENCY)
|
K 232 : Continued From page 1 K232

|
I 2. Obhservations on 04/30/2018 between 9:43 AM
and 10:48 AM, revealed the linen carts stored in
the corridors in the following locations: '

a. Byroaom 130
b. Byroom 140 ,
g S‘;’ Fggg 1%; . K234 - Cooking Facllities 51 2301}
e, Byroom 114 1. Corrective Actlon: The deep fat fryer was
f. By room 90 . centered under the hood suppression )
NFPA 101, 19.2.3.4" (2012 Edltlon) nozzle. The ADM and/or Nurse Educator
inserviced the kitchen staff to ensure the
3 Opservation on 04/30/2018 at 10:17 AM, cooking equipment was kept under the
revealed storage of a bicycle and shop-vac in the hood suppression system and centered
means of egress outside of the exit by room 103. underneath approprlately.
NFPA 101, 19.2,3.4" (2012 Edition) 2, ldentifying other residents with potentlal
to be affacted; The facility determined all
Maintenance staff was present when these residents have the potential to be affected.
deficiencies were identified and the Administrator 3. Measures of Systemic Changes: The
acknowledged these deficiencies during the exit (Maintenance Director or designee will
conference on 04/30/2018. audit the cooking equipment dally for 4
K 324 | Cooking Facilities K 324 weeks and then weekly for 2 months to
55=D | CFR(s): NFPA 101 . ensure cooking equipment s kept .
centered under the hood suppression
system.

Cooking Facilifies
Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control

4, How correctlve action will be monitored:
The ADM or designee will review audit
reports from the Maintenance Dlrector or

and Fire Protection of Commercial Cooking designee at Stand Up meetings ta

‘(')per;.;:;tlonf;, unles_s: . - determine if any violations or concerns
Tesi ential caoking e_qulpment (ie., small were identified. The ADM or designee wlil

appliances such as microwaves, hot plates, compiete ar audit form to document

toasters) are used for food warming or limited findings of reviews weekly for 4 weeks
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2 ‘ | then monthly for 2 months, The ADM or

* cooking facilities open to the corridor in smeke desighae will review the audits and report
compartments with 30 or fewer patients comply findings to the QAPI committee. The QAPI,
with the conditions under 18.3.2.5,3, 19.3.2.8.3, | committee will review the results at the
or ‘ QAPI meeting to ensure the POC was
|
|

* cooking facilities in smoke compartments with effectlve and if any further corrective
action s wasranted,

FORM CMS-2567(02-59) Previous Versions Obsolete Event 1D: X0ZT21 Facility ID: TN9505 If continuation sheet Page 2 of 8
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(X2) MULTIPLE CONSTRUCTION
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Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Fire Protection of Commercial Cooking
Opuat;ons unless:

“ residential cooking equipment (i.e., sm'ﬂl
appliances such as microwaves, hoi plates,
toasters) are used for food warrning of limited
Lookmg in accordance with 18.3.2.5.2, 19.3.2.5.2

* cooking facilities open fo the corrider in smoke
compartments with 30 or fewer patlents L.UITIp|)I'
with the canditions under 18.2.2.5.3, 19.3.2.5
or
“ cooking facilities in smoke compartments with

The ADM or designee will review audit
reports from the Maintenance Dlrector or
designee at Stand Up meetings to
determine if any violations or concerns
were identified. The ADM or designee will
complete an audit form to document
findings of reviews weekly for 4 weeks
then monthly for 2 months, The ADM or

designee will review the audits and report "
findings to the QAPI committee. The QAPI,

committee wiil review the results at the
QAP| meeting to ensure the POC was
effective and if any further corrective
action 1§ warrant@.__

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 CCOMPLETED
: 445154 & Wine : 04/30/2018
NAME OF PROVIDER QR SUPPLIER B STREET ADDRESS, CITY, 8TATE, ZIP CODE
. 932 BADDOUR PARKWAY
QUALITY CENTER FOR REHABILITATION AND HEALING LLC
NA LL LEBANON, TN 37087
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 232 Continued From page 1 K232
|
1 2. Observations on 04/30/2018 between 9:43 AM
and 10:48 AM, revealed the linen caits stored in
the corridors in the following locations: '
a. Byroom 130
b. Byroom 140 ! 5
c. By room 121 , . : 25(Y
34 - Cook ities
d. By room 108 K234 - Cooking Facllitie 5{
fe gy e ;84 1. Corrective Actlon: The deep fat fryer was
: el N centered under the hood suppression ’
NFPA 101, 19.2.3.4* (2012 Edmon) nozzle. The ADM and/or Nurse Educator
N . inserviced the kitchen staff to ensure the
3. Obselvation on 04/30/2018 at 10:17 AM, cooking equipment was kept under the
revealed storage of a bicycle and shop-vac in the hood suppression system and centered
means of egress outside of the exit by room 109. underneath approprlately,
NFPA 101, 19.2.3.4" (2012 Editicn) 3. ldentifying other residents with potentlal
to be affacted; The facility determined all
Maintenance staff was present when these residents have the potential to be affected.
deficiencies were identified and the Administrator | 3. Measures or Systemic Changes: The
acknowledged these deficiencies during the exit Maintenance Director or deslgnee will
conference on 04/30/2018. audi the cooking equipment dally for 4
K 324 | Cooking Facilities K 324 weeks and then weekly for Z months to
55=D | CFR(s): NFPA 101 ensure cooking equipment Is kept
centerid under the hood suppression
Cooking Facilities Sty o ) |
4, How correctlve action will be monitored:
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FORM APPROVED
OMB NO. 0928-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 GOMPLETED
445154 B, WING 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
QUALITY CENTER FOR REHABILITATION AND HEALING LG SRt CADTOUIS FARKWAY
' ' LEBANON, TN 37087
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION I (Xs)
PREFIX (EACH DEFICIENCY MUST 8E PRECEUED @Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULR BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFGRMATION) TAG CROBS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY)
K 324 | Contifiued rrom page 2 K324
30 or fewer patients comply with conditions under
18.3.2.64,19.32.54.
Cooking facilities protected according to NFPA 96 |
per 9.2.3 are niot required to be enclosed as
hazardous areas, but shall not be open to the
convidor.
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through Q 27" §
19.3.2.5.5, 923| T[A 12—2 K345 - Fire Alﬂl'rﬂ Syste‘-n . TE}Sfmg and _Il ,
Maintenance
Corrective Action: The pulf station next to
) ) the exit by room 109 was repalred. All pull
This REQUIREMENT is not met as evidenced statlons were tested by outside contractor.
by: The ADM and/or Nurse Educator
Based on observation, the facility failed fo protect inserviced the staff to ensure that pull
the cooking facilities. stations work properly and report to the
ADM Immediately If any pull station does
The findings included: not operate properly. _ '
Identifying other residents with patential
Observation on 04/20/2018 at 10:11 AM, revealed to he affected: The facifity determined all
the deep fat fryer was not centered under the residents have the potential to be affected,
hood suppression system. NFPA 101, 19.3.2.5.1 HiEasulics GROJstEmic cza“.geS: Th‘.a”t .
i age - Pl 1 K - " ¢ &
(2012 Edition) NFPA 96, 12.1.2.2 (2011 Edition) Maintenance Director or designac wit tes
randam pull stations monthly duririg fire
. . . ills t sur | stations
Maintenance staff was present when these 2:!';:_);“ ure the pull stations wark
deficiencies were identified and the Administrator Hows corvective action will be monitorad:
acknowledged these deficiencies during the exit Mor desi il revi gt
ference on 04/30/2018. s ABKLONEsIEnEe g R
a eon . ! reports from the Maintenance Divector or
K 345 | Fire Ala_r m System - Testing and Maintenance | K345 designee at Stand Up meetings to
$S=D CFR(.S). NFPA 101 ' determine if any violations or concerns
were Identlfied. The ADM or designee will
Fne Alarm System - Testing and Maintenance complete an audlt form to document
A fire alarm system is tested and maintained in findings of reviews monthiy for 3 months,
accordance with an approved program complying The ADM or designee wlll review the
with the requirements of NFPA 70, National audits and report findings to the QAPI
Electric Code, and NFPA 72, National Fire Alarm committee. The QAP! committee will
and Signaling Code. Records of system review the results at the QAPI meeting to
acceptance, maintenance and testing are readily ensure the POC was effective and if any
further corrective action is warranted.
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STATEMENT OF DEFICIENCIES
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(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
avallable,

a) Date sprinkler system last checked

b) Who provided system test

c) Water systemn supply source

Provide in REMARKS information on coverage for

condltion of sprinkler heads,

tdentifying other residents with potential
to be affected: The facility determined all
residents In the areas of the sprinkler

heads identified as non-compliant have the.
potential to be affected.

Measures ot Systemle Changes: The
Malntenance Director or designee will
audit sprinkler heads in random areas daily:
for 4 weeks and then weekly for 2 months. !
ADM educated outside cantractors on the
required condition of sprinkler heads and
to identify any out of compliance during
thelir requlred Inspectlons

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445154 B. WING _ . - 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
' TY REHABILITATION AND HEALING LLC 292 BARPOUI EACILHAE
QUALITY CENTER FOR REHA N _ LEBANON, TN 37087
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION 45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION EHIULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFICIENCY)
K 345 | Continued From page 3 K 345
avallable.
9.6.1.3,9.6.1.5 NFPA70, NFPA72
This REQUIREMENT is not met as evidenced
by:
Based on observation and tesfing, the facility
failed to maintain the fire alarm system,
| The findings included:
Observation and testing on 04/30/2018 at 11:38
AM, revealed the fire alarm pull station next to the
exit by room 109 did not function properly. NFPA
101, 19.3.4.5.1 (2012 Edition) NFPA 101, 9.6.1.3 51”’67
(2012 Edition) NFFA 72, 14.2.1.2.2 (2010 Edition) K353 - Sprinkler System - Maintenance :
Testing
Maintenance staff was present when these
deficiencies were identified and the Administrator Corrective Action: The sprinkler heads by
acknowledged these deficiencies during the exit the mirror in the dining room, rooms 32,
conference on 04/30/2018. ' 35, 26 and 82 were replaced. Sprinkler
K 353 | Sprinkler System - Maintenance and Testing K353 heads were audited to ensure no other
8=0 CFR(S)' NEPA 101 heads needed replacement. Outside
S5= ' contractors were educated on the required
Sprinkler System - Maintanarice and Test'mg condition of the sprinkler heads and to
Aufomatic sprinkler and Sfemdpipe systems aré 'dent.l_fy any out 9f ;ompliance dur_mg S
. R . required inspections. ADM and/or Nurse
inspected, tested, and maintained in accordance Educator Inserviced staff on praper
with NFPA 25, Staridard for the Inspection,
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K5
58=D | CFR(s): NFPA 101

Utilities - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTTPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION MIJMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445154 BN - 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. ) 932 BADDOUR PARKWAY
QUALITY CENTER FOR REHABILITATION AND HEALING LLC LERANON, TN 37087
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D _PROVIDER'S PLAN OF CORRECTION (XE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE sl
1 ' DEFICIENCY)
— . - ) E How corrective action will be monltored:
K353 Continued From page 4 K 053% The ADM or designee will review audit
any non-required or partial automatic sprinkler | reports from the Malntenance Director or
system,. designee at Stand Up meetings to
9.7.5,9.7.7,9.7.8, and NFPA25 determine if any violations or concerns
This REQUIREMENT is not met as evidenced were |dentlfied. The ADM or designee will
by: complete an audit form to document
Based on ohservations, the facility failed to findings of reviews weekly for 4 weeks
maintian the sprinkler system. then mo‘nthly for 2 months. The ADM or
deslgnaé will review the audits and report
The findings included: findings to the QAPI committee. The QAP
committee will review the results atthe |
1 Obsefvation on 04/30/2018 at 9:49 AM, QAPI meeting to en:ure th_e.P(‘).C was
revealed rust on the sprinkler by the mirror m the eﬁ?m\.’fané ! an\é FREACOMEETNE
dining room. NFPA 101, 19.3.5.1 (2012 Edition) action is warranted,
NFPA 101, 9.7.5 (2012 Edition) NiFPA ZS5,
5.2.1.1.2 (2011 Edition)
| 2. Observation on 04/30/2018 between 8:57 AM
and 10:01 AM, revealed paint on the sprinklers in
rooms 32 (above the tv), room 35 and room
36.NFPA 101, 19.3.6.1 (2012 Edition) NFPA 101,
9.7.5 (2012 Edition) NFPA 25, 5.2.1.1.2 (2011
Edition)
3. Observation on 04/30/2018 at 10:20 AM,
revealed rust on the sprinkier in room 82-8B. NFPA
101, 19.3.5.1 (2012 Edition) NFPA 101, 9.7.5
(2012 Edition) NFPA 25, 6.2.1.1.2 (2011 Edition)
Maintenance staff was present when these !
deficiencies were Identified and the Administrator |
acknowledged these deficiencies during the exit |
conference on 04/30/2018.
11 | Utilities - Gas and Eiectric K511
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) 1D SUMMARY STATEMENT OF DEFICIENGIES D | PROVIDER'S PLAN OF GORRECTION 45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ‘ (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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' DEFICIENCY)
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y . | K511 - Utilities - Gas and Electric 5 ¥
K 611| Continued From page & K 511 519‘5}3

electrical wiring and equipment complies with
NFPA 70, National Electric Code. Existing
installations can continue in setvice provided no
hazard to life.

18.5.1.1, 19.5.1.1,9.1.1,9.1.2

This REQUIREMENT: is not met as evidenced
by: '

Based on observations, the facility failed to
maintain the utilities.

The findings included:

Observation on 04/30/2016 at 9:40 AM, revealed
the grounding prong missing from the plug on the
sit down hair dryer. NFPA 101, 19.5.1 (2012
Edition) NFPA 101, 9.1.2 (2012 Edition) NFPA 70,
110.12 (2011 Edition)

Maintanance staff was present when these
deficiencies were identified and the Administrator
acknowledged these defictencies during the exit
conference on 04/30/2018.

K 741 | Smoking Regulations

ss=D | CFR(s): NFPA 101

Smoking Regulations

Smoking regulations shall be adopted and shall
include not less than the following grovisions:
(1) Smoking shall be prohibited in any room,
ward, or compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area shall be posted with signs that read NO
SMOKING or shalf be posted with the

1. Corrective Actlon: The plug on the dryer
was replaced, The ADM and/or Nursge
Educator inserviced the staff to ensure
that plugs have the required ground prong:
on it and to notlfy the ADM or desighee !
fmmediately so repairs can be made If )

I appropriate or removal of the equipment :
is warranted.

2. identifying other residents with potentlal

to be affected; The Tacllity determined all

residents utilizing the sit down dryer have

the potential to be affected. i

Measures or Systemie Changes: The

Malntenance Director or designee will

audit random equipment power cords

daily for 4 weeks and then weekly for 2

months to ensure all plugs have a ground

plug intact, :

4.  How corrective actlon will be monltored: .
The ADM or designee will review audit
reports from the Maintenance Director or .
designee at Stans Up meetings 1o '
determine if any vlolations or concerns
were identified, The ADM or designee will
complete an audit form to document
findings of reviews weekly for 4 weeks
then monthly for 2 months. The ADM or

K 741 designee will review the audlts and report

findlings to the QAPt committee. The QAP

| committee will review the results atthe
QAPI meeting to ensure the POCwas

' effective and if any further corrective

action is warranted.

wt
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international symbol for no smoking.

(2) In health care occupancies where smoking is
prohibited and signs are prominently placed at all
major entrances, secondary signs with language
that prohibits smoking shall not be required.

(3) Smoking by patients classified as not
responsible shall be prohibited.

(4) The requirement of 18.7.4(3) shall not apply
where the patient is under direct supervision.

(5) Ashtrays of noncombustible material and safe
design shall be provided in all areas where
smoking is permitted.

(6) Metal containers with self-closing cover
devices into which ashirays can be emptied shall
be readily available to all areas where smoking is
permitied.

18.7.4, 19.7.4

This REQUIREMENT is not met as evidenced
by:

Based on observation, the facility failed to
comply with smoking regulations,

The findings included:

Observation on 04/30/2018 at 10:02 AM, revealed
the improper disposal of cigarette butts outside of
the exit by room 117 (cigarette butts littering the
sidewalk around combustible benches).

Observations on 04/30/2018 between 9:45 AM
and 10:33 AM, revealed combustible material
disposed of in the metal ashean in the following
locations:

a. patio outside of the quality dining rocm

b, outside exit by room 114

NFPA 101, 19.7.4* (2012 Edition)

Maintenance staff was present when these

Corrective Action: The metal ash cans on
| the patio outside the quality dining room
and outside exit by room 14 were removed:
and replaced with a more appropriate !
dlsposal so a5 not o allow trash to be
thrown in with clgarette butts. The
cigarette butts were remaoved from :
sldewslk and near combustible benches
outside of the exit by room 117. ADM
and/or Nurse Educator inserviced staffon
proper disposal of cigarette butts. ADM '
and/or Nurse Educator mailed letters To
family members educating them on the
proper disposal of clgarette butts. Signs
were posted at exits near the disposal
containers to dispose of cigarette butts
appropriately.

1dentifying other residents with potential
to be affected: The facility determined
residents near the affected areas have the :
potential to be affected.

Measures or Systernic Changes: The
Malntenance Director or designee will
audit the smoklng areas and exit areas
daily for 4 weeks and then weekly for 2
months.
4. How carvective actlon will be monitared:
The ADM ar designee will review audit
reports from the Maintenance Director of
designee at Stand Up meetings to
determine if any violations or concerns
were identified. The ADM or designee will
complete an audit farm o document
findings of reviews weekly for 4 weeks
then monthly for 2 months, The ADM or
deslgnee will review the aydits and report
findings to the QAPI committee. The QAFI
committee will review the results at the
QAP| meeting to ensure the POC was
effective and if any further corrective
action Is warranted.

(%]

W
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 741 | Continued From page 7 K741
deficiencies were identified and the Administrator
acknowledged these deficiencies during the exit
conference on 04/30/2018.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DAIE
| DEFICIENCY)
E Q00 | Initial Comments E 000,
A Emergency Preparedness Survey was
conducted by the State of Tennessee Department
of Health Division of Health Licensure and i
Regulation Office of Health Care Facilities survey ED24 - Policies/Procedures-Valunteering 5'2'3"&
on 03/20/2018. During this Emergency and Staffing
Preparedness Survey, Quality Center for
Rehabilitation and Healing was naot found in 1, Corrective Actlon: The facillty Emergency
substantial compliance with the requirements for Preparedness policy was revised with
participation in Emergency Preparedness | regards to the use of volunteersinan
Regulations for Long-Term Care Facilities, |' emergency or the use of other emergency
Federal CFR §483.73, staffing strategies Including the process
and role for integration of State and i
Federally designated health care
i ‘RS 5 ) [ |
The requirement at 42 CFR, §483.73 are NOT puuSfEsslonslEo, ARTEES S Aesds |
MET as evidenced by: during an emergency. ADM and/or Nurse
.. ) ) Educator Inserviced the staff on th
E 024 | Policies/Procedures-Volunteers and Staffing E 024 s
<= | GER(s): 483 73(b)(6) revised policy.
56=C : ) 2. Identifying other residents with potential
o . to be affected: The facility determined all |
[(b) Policies and procedures. The [facilities] must residents have the potential to be affected
develop and implement emergency preparedness during an emergancy.
policies and procedures, based on the emergency 3. Measures of Systemlc Changes: The
plan set forth in paragraph (a) of this _Sedlm_‘h risk facility Emergency Preparedness policy
assessment at paragraph (a)(1) of this section, ‘ was revised with regards to the use of
and the commumcat_lon plan af paragraph (c) of ' volunteers in an emergency or the use of
this section. The policies and procedures must be [ other emergency staffing strategles
reviewed and updated at least annually. Ata | including the process and role for
minimum, the policies and procedures must | integratlon of State and Federally
address the following:] ! designated health care professlonals to
| address surge needs during an emergency.
| (6) [or (4), (8), or (7) as noted above] The use of | | 4. How corrective actlon will he monitored:
voluntesrs in an emergency or other emergency | ‘ The ADM or desighee will review the
staffing strategies, Including the process and role | revised policy with the IDT. The ADM or
for integration of State and Federally designated [ i deslgnge w\fl colW]P_lete 3 response to the.
health care professionals to address surge needs } QAPI committee. The QAPI committee will
during an emergency_ review the revised policy at the QAPt
= meeting to ensure the POC was effective
*[For RNHCls at §403.748(b):] Policies and and if any further corrective action is
warranted.
LARORATORY DIRECTOR'S OR VIDERISUPPLIER REPRESENTATIVE'S SIGNATURE = (X6) DATE
(A Dl fmmiSeta, 5123))8

Any deficiency statement ending with an asterisk (*)
other safeguards provide sufficient protsction to the patients
fallowing the dafe of survey whether or not a plan of correction Is

denotes a deficiency which the institution may be excusad from correcting providing it is determined that
(Sea instructions.) Except for nussing homes, the findings stated above are dlsclosable 80 days
provided. For nursing homes, the above findings and plans of correction are disclosable 14
facility. If deficiencies 2re cited, an approved plan of contection is requisite to continued

days following the dale these documents are made available to the
program participation
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(%2) MULTIFLE CONSTRUCTION

(3) DATE SURVEY

procedures. (6) The use of volunteers in an
emergency and other emergency staffing
strategies to address surge needs during an
emergency.

This REQUIREMENT is not met as evidenced
by:

Based on interview, the facility failed to include
policies and procedures for the use of volunfeers
in the emergency preparedness program per the
requirements of Federal CFR §483.72.

The finding included:

Interview on 04/30/2018 at 12:20 PM, revealed
the facility had no record of polices and
procedures for the use of volunteers in an
emergency or other emergency sfaffing
strategies, including the process and rofe for
integration of State and Federally designated
health care professionals to address surge needs
during an emergency.

This finding was verified by the administrator
during the review of the facility's emergency
preparedness program.
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